There are many reasons for the health inequities that we see around the world today. Public policy and the way society organises its affairs affects the economic, social and physical factors that influence the conditions in which people are born, grow, live, work and age -the social determinants of health. Tackling health inequities is a political issue that requires leadership, political courage, progressive public policy, social struggle and action, and a sound evidence base.
T he freedom to live a long, flourishing, and healthy life is unequally distributed between and within countries. Males born in Cambodia can expect to live 23 years less than males born in Japan. There is no biological reason for such a difference in life expectancy between countries (1). Within-country inequities also exist the world over. In a prosperous country such as Australia the poorest 20% of the population can still expect to die younger (six years on average) compared to the richest 20% of the population (2) . The incidence and prevalence of communicable diseases are highly socially graded and people who are more socially disadvantaged by income, employment status, education, ethnicity have a higher risk of non-communicable diseases including depression, diabetes, heart disease and cancers (1, (3) (4) (5) (6) (7) . It does not have to be like this. Systematic social differences in health outcomes are not explained by genetic variation or because of some mythical deviant behaviour that is particular to socially disadvantaged groups. Most societies are stratified along a range of intersecting social categoriesincome, education, occupation, gender, age, ethnicity and geography-in which economic and social resources are distributed unequally. Pursuit of health equity recognises the need to redress the inequitable distribution of these resources. Creating a fairer distribution of the resources relates to freedoms and empowerment, at the individual, community, and whole country level. Empowerment is affected by three core things: basic material requisites for a decent life, control over our lives, and voice and participation in the policy decisions that affect the conditions in which people are born, grow, live, work, age and die, e.g. the type of exposure and access to quality and affordable education and healthcare, affordable nutritious food, good conditions of work and leisure, and quality of housing and built environment. These dimensions of empowerment are influenced by public policy and the way in which society, at the international, national and local level, chooses to run its affairs (8, 9) . While health policy, in particular healthcare policy, can go some of the way to reduce health inequities, health inequities are every government department and sector's problem. If done well, education, urban planning, rural development, working conditions, social protection and legal systems, to take just a few examples, can improve health equity. The following story illustrates how health policy and other public policy areas affect health inequities. The point of the story is to highlight not only the complexity of issues that affect people's health but also the many policy levers, and therefore opportunities, that can be used to improve health and health equity. Anna is 44 years old and lives at home with her elderly mother in one of the most socio-economically disadvantaged urban areas in the country. She is quite overweight, smokes a lot and suffers from depression but is not inclined to visit her doctor. Healthcare systems can be powerful mechanisms to reduce inequities (10), but the inverse care law, in which the poor consistently gain less from health services than the better off, is visible in every country across the globe (11) . Out-ofpocket expenditures for healthcare can deter poorer people from using both essential and non-essential services, leading to untreated morbidity (12, 13) . But inequities in access and utilisation of healthcare are not only financial -inequities play out by race, gender, age and location. For example, in spite of near universal coverage for antenatal visits in Pelota, Brazil, the quality of care was consistently higher among women of white skin colour and high socio-economic status women than among black and poor women (14) . Although Anna completed high school, it was a very mixed experience for her-teachers were regularly absent, the toilet areas were renowned for the bullying that went on there, and there was little expectation of lower social status children to do well academically-Anna left school with very few qualifications. It is known that children from economically disadvantaged backgrounds are more likely to do poorly in school and drop out early -and subsequently as adults are more likely to have lower incomes and are less empowered to provide for themselves and family (15) . Quality education is critical for the well-being of individuals and communities. It helps to equip people with the resources needed throughout life to achieve a secure income, provide for family, and cope with health outcomes in later life. Beyond better outcomes for the individual, education and skills are vital for resilient communities by strengthening inclusiveness, tolerance, trust, ethics, responsibility, collaboration and effective democratic processes (16) . Labour policy also affects health and health inequities. Ensuring working conditions that provide sufficient income to comply with health needs, and job security such that workers have a greater sense of control over their lives are fundamental requirements of a cohesive and healthy society (17) . In developing countries, a high proportion of people are employed in the informal sector. In high-income countries there has been growth in job insecurity and precarious employment arrangements (such as temporary work, parttime work, informal work, and piece work) and job losses (18) . These changes in the labour market have affected working conditions, with increasingly less job control, financial and other types of security, work hour flexibility, and access to paid family leave (19) . Anna works in a call centre for a large telecommunications company. Her job involves dealing with customer complaints all day, every day. She has no control over the nature of her work or how it gets done, other than to use the mute button on the call. The evidence shows us that the quality of working conditions is related to mental health -poor quality work can in fact be worse for health than not having a job at all (20) . On the up side, she has a permanent position with 6 weeks holiday per year. However her wage has not increased in the past 5 years -the company tells the workers that it cannot afford to increase wages because of the global financial crisis. Thankfully the social protection, including health insurance provided by her company has not been cut, unlike much of what is happening internationally across the public sector where strong austerity measures have been implemented, cutting health and social services with subsequent impacts on communicable disease risk and suicides (21) . Anna is financially reliant on her single wage, which is only slightly higher than the minimum wage. She cannot afford to buy her own place hence one of the reasons why she lives at home with her mother. People with precarious and low paid employment do not have the easy choice of living in areas close to their work. House prices are partly to blame for this social disconnection. The land value gradient growth in recent years in many cities internationally is reinforcing a very strong social stratification of choice and opportunity for generations to come (22) . To get to work by public transport Anna has to walk 20 minutes to the bus stop and take 2 buses-there are no trains-which would take about 90 minutes. She drives. We know that built environments that are walkable, with easy access to services and green space is very important for physical and mental health (23, 24) . So even if Anna wanted to walk in a pleasant environment, her opportunities to do so are more likely to be curtailed because of where she lives. An overarching issue for Anna's well-being is the systematically unequal distribution of power that is often experienced among socially disadvantaged groups, manifesting, as illustrated here, in inequities in material resources and psychosocial control. Health equity requires inclusion and agency (25) , requiring individuals and groups to represent their needs and interests strongly and effectively. For example, at a local level, Blacksher and Lovasi demonstrate how engagement of people in the development of policy and practice relating to the design of the built environment creates better outcomes for socially disadvantaged communities (26) . Work by Bartels has brought attention to the vast disconnect between poorer voters and the political system (27) . Other international research shows that with greater income inequality people are less satisfied with the way democracy works and the residents of these countries are less trusting of their politicians and parliaments (28) . Having the freedom to lead a healthy and flourishing live is not experienced equally as this story of Anna illustrates. Whilst there are signs of hope, significant challenges remain for health equity globally. The health gains that have been made to date are not inevitable, nor equally distributed, nor is continued progress guaranteed as the world encounters new economic, social and environmental challenges.Tackling health inequities is a political issue that requires leadership, political courage, progressive public policy, social struggle and action, and a sound evidence base (1).
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